Outcomes achieved via telerehab ilitalion 6 weeks following IotaI knee arthroplasty were comparable to those achieved via conventional rehabilitation .
U tal knee arthroplasty (TKA) has been performed for more than 50 years. In the past 30 years, improvements in instrumentation have enhanced the accuracy and reliabilit y of the procedure. TKA is now one of the most successful surgical procedures for the treatment of arthritis of the knee.
Almost 500 ,000 TKAs were performed in the United States in 2005 and this number is projected to steadily increase during the next two decades (Losina et al.,2009) .
Although TKA can effectively relieve the symptoms associated with degenerative arthritis of the knee , common in older workers , postoperative rehabilitation is critical to regaining optimum function and returning to work . Individuals who have had aTKA require more intense and closely supervised physical therapy than do those who have had a total hip replacement. Those living in rural or remote areas may have limited access to high-quality rehabilitation services.
An Internet-based telerehabilitation program may provide an important option for rehabilitation. A recently published clinical trial aimed to compare an Internet-based telerehabilitation program to conventional outpatient physical therapy for individual s who have had aTKA (Russell, Buttrum, & Jull, 2011). In this single-blinded, prospective, randomized, controlled, noninferiority trial, 65 participants received 6 weeks of outpatient physical therapy delivered via either conventional means or an Internet-based telerehabilitation program. All of the patients underwent surgery at Queen Elizabeth II Jubilee Hospital in Brisbane . Thirty-four were assigned to conventional therapy and 31 were assigned to low-bandwidth telerehabilitation. Both groups started the 6-week rehabilitation program about I week after discharge. Those assigned to the telerehabilitation group were still required to come to the hospital. However, they completed the weekly 45-minute Internet-based session in an isolated room resembling a home environment. Both groups were encouraged to perform a comprehensive home exercise program twice a day (Russell et al., 20 II) .
Well-accepted primary and secondary outcome measure s were used to compare the groups. The Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) served as the primary outcome measure. A blinded, independent assessor rated the subjects at baseline and again at 6 weeks. Secondary outcomes included pain intensity, knee flexion and extension, gait assessment, quadriceps muscle strength, scores on the Patient-Specific Functional Scale, the timed up-and-go test, and limb girth measurements. Researchers assessed noninferiority by comparing group differences to a noninferiority margin and to linear mixed model statistics (Russell et al., 20 I I) .
The two groups had similar baseline characteristics, and all participants demonstrated significant improvement on all outcome measures with intervention (p < 0.01 for all) . At 6 weeks, the two groups were compara ble regarding WOMAC scores, flexion and extension range of motion, muscle strength, limb girth, pain, timed upand-go test, quality of life, and clinical gait. Patients receiving telerehabilitation had even better outcomes for the Patient-Specific Functional Scale and the stiffness subscale of the WOMAC than those recei ving conventional therapy (p < .05). Six weeks following TKA, outcomes achieved via telerehabilitation were comparable to those achieved via conventional rehabilitation. Add itionally, patients reported a high level of satisfaction with the telerehabilitation intervention (Ru ssell etal.,2011 ).
The authors acknowledged that the short monitoring period and delivery of the telerehabilitation intervention in the hospital rather than at home were study limitation s. They cautioned that this research should be considered a proof-of principle study and that further research should be conducted with isolated individuals in their homes (Russell et al., 2011) .
An alternate service-delivery model such as telerehabilitation offers potential cost savings and improved access to physical therapy services. Webcams and Skype in telerehabilitation could allow physical therapists to assess patients and provide rehabilitation services and could offer case managers option s for delivering care in remote areas.
